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Introduction
Since its codification in the Diagnostic and Statistical Manual of Mental Disorders, 3 rd Edition (DSM-III) [1] the diagnosis of Posttraumatic Stress Disorder (PTSD) has had considerable controversy regarding its classification and taxonomy [1] [2] [3] . PTSD is currently classified as an anxiety disorder, although this placement in the diagnostic category has held considerable debate, as articulated in the DSM-III-R [4] where it is pointed out that the prominent symptom of PTSD is not anxiety but the re experiencing of a trauma. The argument for the placement of PTSD as an anxiety disorder was historically supported by the presence of behavioral, cognitive and physiological responses that were considered to evidence the occurrence of anxiety. For example, similar to panic disorder, PTSD shares the presence of intrusive thoughts about the stressful event, and evidences efforts to avoid the disturbing stimuli as well as hypervigilance and heightened arousal, symptoms believed related to the presence of anxiety [5] .
While there are symptoms in the PTSD criterion that could be considered symptom of anxiety, they could also be argued to be symptoms that are part of another disorder. Many other diagnostic categories have in fact been found to have a great deal of overlap with the symptoms needed for a diagnosis of PTSD, including those of depression and other anxiety disorders such as generalized anxiety disorder [6] . It's been pointed out that several symptoms of PTSD, including the reexperiencing symptoms of distress at exposure to internal or external cues that symbolize or resemble an aspect of the trauma, physiological reactivity, while similar to those needed for phobic states or panic attacks, are without the needed wording that adds the presence of anxiety. Thus, while several symptoms bear similarity with those in other anxiety disorders, it is not certain that the experience reported is in fact an anxious one, and instead might be more representative of symptoms found with either other disorders, or are uniquely attributable to PTSD [7] .
Historically, PTSD has been argued to fit with a number of conceptualizations besides an anxiety disorder, including 1) dissociative disorder, 2) grief reaction, 3) affective disorder, 4) stress reactions, and most recently an 4) experimental category [8] . The latter category addresses the controversy about how to best categorize the disorder as the new DSM-V (APA, 2012) is underdevelopment with some proponents arguing a new diagnostic grouping of stressors and traumas [9, 10] with other supporting the placement of the disorder in an experimental grouping to demonstrate the lack of reliability, and agreed upon conceptualization of what comprises the disorder and the discrepancies within the voluminous literature collected to date [3, 8] . This contentious nature is further illustrated in the sheer volume of findings that have raised concerns over the factor structure of the disorder [11, 12] , the overlap with numerous other diagnostic groupings and the frequent comorbid existence of other DSM-IV (APA, 2000) disorders [13] .
Related is the concern that anxiety is a multifaceted disorder, with
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Method

Measure
The PTSD Checklist-civilian version (PCL-C) was used to assess PTSD [17] . The 2005 and 2008 HRB surveys used the civilian rather than military version (PCL-M) to capture PTSD symptoms that may be the result of either military or nonmilitary traumatic exposures (i.e. that occurred before enlistment) [16] . The PCL-C is a 17-item measure of the DSM-IV symptoms of PTSD [18] . Of the total survey participants (n=40,836), subjects were included in the analysis if they met both PCL-C total score ≥ 44 (n=3,810) and DSM-IV (APA, 2000) criterion endorsement for PTSD (n=6,566). The PTSD Checklist has received considerable attention in the literature regarding its ability to accurately estimate true PTSD prevalence [19] . In an effort to satisfy reasonable estimation of the occurrence of PTSD, both the cutting score and symptoms matching for criterion were utilized. It is important to understand that at best this still leaves an estimate of "probable PTSD" rather than a diagnostic inclusion based upon a gold standard such as the Clinician Administered PTSD Scale (CAPS). Varied cutting scores were examined, as well as the presence of a "sub-syndromal" presentation of PTSD where criterion B was met and either criterion C or D but not both.
Generalized Anxiety Disorder (GAD) symptoms were assessed using a set of 6-items adapted from the Patient Health Questionnaire [20] . If respondents reported three or more symptoms on more than half of the days in the past 30 days, they met screening criteria [21] . The reliability coefficient for the GAD measure was 0.889 [20] .
An index of "need for further depression evaluation" (DEPFlag) based on the Burnam et al. [22] screening criteria Version A, was used to detect depression and dysthymia. A positive score indicated that respondents (a) felt sad, blue, or depressed for 2 weeks or more in the past 12 months or reported 2 or more years in their lifetime of feeling depressed and felt depressed "much of the time" in the past 12 months; and (b) felt depressed on 1 or more days in the past week [17] .
Participants were identified by use of embedded questions within the HRB which asked if, "they felt they were anxious", and "if they had sought treatment for anxiety". Participants for this study consisted of the combined 2005-2008 samples resulting in 6,037 participants. For measures of anxiety, 3,941 participants endorsed self reported anxiety and 2,096 participants self-reported having sought treatment for anxiety at time of survey. These groups were not mutually exclusive. When combined 2,294 participants endorsed self reported both anxiety and having sought treatment for anxiety.
Data analysis
Continuous data are presented as mean and standard deviation. Categorical data are presented as frequency and percent. All statistical comparisons (χ 2 ) were between items self reported anxiety and self reported treatment for anxiety or McNemars test of agreement for items (PCL-C, GAD, DEPFlag) and subjects endorsing Both Self Reported Anxiety and Sought Treatment. All analyses were conducted using SAS (Ver. 9.1, Cary, NC).
Results
Demographic information survey participants can be found in Table 1 . Participants endorsing self-reported were on average M=28.1, SD=7.7 years of age, 50.0% were married, white (70.5%) and at least a high school, general equivalency, or trade school degree (35.1%). Participants were fairly equally distributed across service with Army (28.6%) and Navy (27.2%) contributing the most. Nearly one half of participants endorsing both self reported anxiety and sought treatment for such (49.5%, n=436) were deployed to Operation Enduring Freedom or Operation Iraqi Freedom. Table 2 presents the frequency of participants that endorse anxiety and examined their PCL scores, and GAD and Depression screening scores. Participants seeking treatment for anxiety were slightly more likely to endorse greater PCL scores, although the percentage of those with self reported anxiety dropped as PCL scores increased. Screens for GAD (58.9 versus 56.8%, p<0.028) and depression (62.9% versus 57.6%, p<0.0001) showed a greater percentage of participants with self reported anxiety when both screening items, (endorsement of anxiety and seeking treatment for anxiety) 81.8% GAD, 72.9% DEPFlag, than probable PTSD for PCL-C scores >44 and criterion matched were used. When combined, participants self-reporting both anxiety and treatment for anxiety were 46% more likely to endorse PCL-C≥44 (69.2% versus 47.5%), 35.2% more likely to endorse GAD (71.1% versus 52.6%) and 35.1% depression (77.8% versus 57.6%) than participants self-reporting anxiety. Table 3 presents agreement between individual PCL-C items for those with self reported anxiety, those seeking of help for anxiety and those endorsing both items. No items were found to show greater than 74.4% agreement (sleep disturbance) for those participants with self reported anxiety and 60.5% for those participants having sought treatment for anxiety. Table 4 presents agreement between individual GAD items and items of self reported anxiety and self reported seeking of help for anxiety. Surprisingly, even for those participants endorsing self reported anxiety and/ or sought treatment for anxiety, there is marked disparity between the groups, and no item showed better than 72.6% agreement. Overlap of self reported anxiety and those who met criterion for PTSD, based on a PCL score ≥ 44 and matched criterion, scored positive on the GAD screen and those participants that scored positive on the DEPFlag screen are shown in Figure 1 , juxtaposed with those who had reported seeking treatment for anxiety and their comparable scores on the PCL, GAD screen and DEPFlag.
Discussion
The most striking finding of this large sample of active duty military personnel, was the confirmation of how approximately one half of the individuals who met criterion for probable PTSD based upon stringent scoring and criterion matching on the PCL, reported feeling anxious. The finding clearly supports the contention that PTSD is misplaced within this diagnostic grouping, and it is better considered as something classified in a new fashion [7, [23] [24] [25] [26] [27] [28] [29] . The use of a new diagnostic grouping such as that proposed by Friedman et al. [9] , or even as one with a radical departure from DSM features such as that of Brown and Barlow [10] would seem preferable to having the disorder remain in such a nosological placement.
The expected overlap with other diagnostic groupings, while much less stringent given the reliance in this study on self reported screening instruments, contained within a survey, nevertheless support about the same percentages of overlap found in more comprehensive evaluations using a structured interview [3] .
The data supports the presence of a number of post trauma reactions, including one where respondents describe feelings of anxiety. It is conjectured that this variety in symptom patterns may help explain some of the invariance found in different populations of Note: GAD: Generalized Anxiety Disorder. Column n's are those participants endorsing that item. Percentages were calculated as those participant endorsing both row and column items. Column 1 is the first item of the GAD = Feeling nervous, on edge, or worrying about different things. Statistical comparisons (χ 2 ) were between self reported anxiety and self reported treatment for anxiety. McNemar's test was used to test GAD items and subjects endorsing Both Self Reported Anxiety and Sought Treatment. *** p< 0.0001; ** p< 0.001; * p<0.05 Table 4 : Agreement between Anxiety Questions and Generalized Anxiety Disorder (GAD). 
Overlap of Self Reported Anxiety with PTSD, GAD and Depression Screens
Self Report of Treatment for Anxiety with PTSD, GAD and Depression screens
